Introduction {#S0001}
============

Erector spinae plane block (ESPB) is an interfascial plane block first described in 2016 by Forero et al[@CIT0001] as an effective treatment method for the treatment of thoracic neuropathic pain. Studies published thereafter have however concentrated on the use of ESPB for perioperative or postoperative analgesia.[@CIT0002]--[@CIT0004] The first bilateral ESPB, described for postoperative analgesia in laparoscopic ventral hernia surgery, was also reported from the same center where ESPB was originally described.[@CIT0005] The initial clinical findings suggested that ESPB injectant would spread to both the dorsal and ventral ramus of the spinal nerves, leading to blockage of both somatic and visceral pain, a effect similar to epidural analgesia.[@CIT0006],[@CIT0007] Time is required to determine the exact features and effectiveness of this block, as well as its safety and feasibility in various surgical procedures and pain syndromes, using anatomic studies, case reports, and clinical studies of bilateral ESPB. The objective of this narrative review article is to review the relevant anatomy, describe the mechanism of spread of the injectant, demonstrate varying approaches to ESPB, and summarize case reports and clinical trials, as well as provide current insight on this emerging and popular block.

Anatomic features of ESPB {#S0002}
=========================

Forero et al[@CIT0001] initially described two different approaches for application of local anesthetic. The first was application "into interfascial plane between rhomboid major and erector spinae muscles" and the second "into the interfascial plane deep to the erector spinae muscle". The authors reported that the first approach could be insufficient and that better effectiveness could be achieved with application of the injectant deep into the erector spinae muscle in the interfascial plane. In one letter to the editor, a child undergoing surgery for funnel chest was reported to have undergone bilateral ESPB for postoperative analgesia using the "into interfascial plane between rhomboid major and erector spinae muscles" technique.[@CIT0008] In all other publications, bilateral ESPB has been performed using the "into the interfascial plane deep to the erector spinae muscle" technique.[@CIT0002],[@CIT0004]

Spread of injectant: anatomic studies and radiological imaging {#S0003}
==============================================================

There have not been any studies evaluating the spread of injectant in bilateral ESPB. In order to predict the spread of bilateral ESPB and understand the differences in sensorial block between sides of application, anatomic cadaver studies and radiological imaging reports must be well understood. In many regional anesthesia techniques, injectant spread is determined through cadaveric or imaging studies, and the results of these studies usually correlate with clinical findings. However, each anatomic study of ESPB has reported differences in results, especially with regard to sensorial block. In a study of 20 ESPB applications on ten cadavers, Ivanusic et al[@CIT0009] reported that the injectant spread widely in the craniocaudal, posterior, and lateral planes, with spread of local anesthetic to the dorsal ramus posterior of the costotransverse ligament in all cases, and that injectant pass anteriorly to the transverse process or costotransverse process in only two cases. On the other hand, Adhikary et al[@CIT0010] reported that local anesthetic spread widely in the plane between the erector spinae muscle and the costotransverse process, with profound spread anterior to the transverse process encompassing the paravertebral space, neural foramina, ipsilateral epidural space, and ipsilateral sympathetic chain. In magnetic resonance imaging in Schwartzman et al[@CIT0011] local anesthetic was also shown to pass anteriorly. In contrast to this,[@CIT0010] no involvement of the sympathetic chain was observed, but circumferential spread of the epidural space was observed. Yang et al[@CIT0012] reported findings similar to Adhikary et al,[@CIT0010] with local anesthetic spread to the sympathetic chain.

Vidal et al[@CIT0013] reported that injectant spread was evident posterior to the transverse process deep to the erector spinae muscle, as well as the paravertebral and intercostal spaces. Spread to the neural foramina or epidural space was not evaluated. Craniocaudal spread was evaluated, with 20 mL injectant reported to spread a mean of 4.6 (3--7) intercostal spaces. Studies reporting spread of injectant in ESPB are demonstrated in [Figure 1](#F0001){ref-type="fig"}. It may be possible that lack of understanding of the fascia deep to the erector spinae muscle may be the cause of differing reports from anatomic studies. This fascia is multilayered, with at least three layers reported.[@CIT0014] In most studies, injectant has been applied at the fourth or fifth thoracic vertebral level, and it is very possible that injectant spread may be different for lower thoracic or lumbar ESPB applications.[@CIT0015],[@CIT0016] In bilateral ESPB, it is possible that spread may differ for each side, leading to the perception of block failure clinically. The spread of sensorial block may differ craniocaudally. Three different clinical presentations have been reported. While injectant may lead to complete block of the hemithorax or the hemiabdomen's dermatome, in some cases the anterior cutaneous branch may be missed, while in others sensorial blockage of the dorsal ramus may lead to patchy block.[@CIT0017],[@CIT0018] The clinical features of ESPB will be better understood as further case reports and clinical studies are published.Figure 1Illustration of results of anatomical and imaging studies related to erector spinae plane block.**Notes:** (**A**) Demonstration of anatomic structures. (**B**) Spread of injectant in Schwartzman et al.[@CIT0011] (**C**) Spread of injectant in Ivanusic et al.[@CIT0009] (**D**) Spread of injectant in Yang et al.[@CIT0012] (**E**) Spread of injectant in Adhikary et al.[@CIT0010] (**F**) Spread of injectant in Vital et al.[@CIT0013] Dark blue, obvious spread of injectant, Light blue (**D, F**), little spread of injectant. Green triangle, paravertebral space.**Abbreviations:** TM, trapezius muscle; RMM, rhomboid major muscle; ESM, erector spinae muscle; TP, transverse process; SP, spinous process; VB, thoracic vertebral body.

Approaches, sonography, and technical features {#S0004}
==============================================

The first description of ESPB was as the placement of an ultrasound probe 2.5--3 cm laterally to the spinous process at the fourth to fifth thoracic vertebral level on a parasagittal plane, directing the needle craniocaudally using the in-plane technique ([Figures 2 \[A](#F0002){ref-type="fig"} and [B](#F0002){ref-type="fig"}\] and [3](#F0003){ref-type="fig"}).[@CIT0001] It should be kept in mind, however, that there are three layers of muscle above the transverse process between the Th2 and Th6 levels, whereas more inferiorly there are only two, due to the lack of the rhomboid muscle in this area ([Figure 3](#F0003){ref-type="fig"}.) Thereafter, the transverse-approach technique was described as placing the ultrasound probe on the transverse plane and inserting the needle from lateral to medial direction using the in-plane technique ([Figure 1, C](#F0001){ref-type="fig"} and [D](#F0001){ref-type="fig"}).[@CIT0019]--[@CIT0021] Most recently, Yorukoglu et al[@CIT0022] described their technique in which bilateral ESPB was performed using one needle insertion over the spinous process that was advanced medially to laterally on both sides, described by the authors as a safe and easy technique for performing bilateral ESPB ([Figure 4](#F0004){ref-type="fig"}).Figure 2(**A**) Position and orientation of the ultrasound transducer during a parasagittal scan of the upper thoracic region with the subject in the prone position. (**B**) Parasagittal ultrasound image of upper thoracic erector spinae plane block (ESPB). (**C**) Position and orientation of the ultrasound transducer during a transverse scan of the upper thoracic region with the subject in the prone position. (**D**) Transverse ultrasound image of upper thoracic ESPB. White arrow indicates needle.**Abbreviations:** T4, thoracic 4 vertebrae transverse process; TM, trapezius muscle; RMM, rhomboid major muscle; ESM, erector spinae muscle; ICM, intercostal muscle.Figure 3(**A**) Position and orientation of the ultrasound transducer during a parasagittal scan of the mid-thoracic region with the subject in the prone position. (**B**) Parasagittal ultrasound image of mid-thoracic erector spinae plane block. White arrow indicates needle.**Abbreviations:** T, transverse process; TM, trapezius muscle; ESM, erector spinae muscle; ICM, intercostal muscle.Figure 4(**A**) Position and orientation of the ultrasound transducer during a median transverse scan of the mid-thoracic region at the level of spinous process by Yorukoglu approach. (**B**) Transverse ultrasound image of the mid-thoracic bilateral erector spinae plane block. White arrow indicates needle.**Abbreviations:** TP, transverse process; SP, spinous process.

For the lumbar region, ESPB was first described in hip surgery in the lateral position, advancing the needle craniocaudally using the in-plane technique.[@CIT0023] However, the out-plane technique in the parasagittal plane later became another popular technique for lumbar ESPB.[@CIT0024] Considering that lumbar ESPB requires deeper needle insertion when compared to thoracic ESPB, it is inevitable that different techniques are required. Recently, a modification of the shamrock technique for lumbar ESPB performed under ultrasound guidance in the lateral position (Aksu--De Cassai technique)[@CIT0025],[@CIT0026] was described as an easy-to-perform option in lumbar ESPB ([Figure 5](#F0005){ref-type="fig"}). Another modification/approach for lumbar ESPB is the Tulgar approach,[@CIT0027] in which local anesthetic is applied to both the posterior and anterior of the lumbar transverse process, which has a higher chance of guaranteeing block spread ([Figure 6](#F0006){ref-type="fig"}).Figure 5(**A**) Position and orientation of the curvilinear ultrasound transducer during a transverse scan of the lumbar region above the iliac crest with the subject in the lateral decubitus position. (**B**) Ultrasound images of shamrock sign and Aksu/Cassai approaches for erector spinae plane block in the posterior axillary line above the iliac crest. White arrow indicates needle.**Abbreviations:** TP, transverse process; QLM, quadratus lumborum muscle; ESM, erector spinae muscle; PM, psoas muscle; VB, vertebral body.Figure 6(**A**) Position and orientation of the ultrasound transducer during a parasagittal scan of the lumbar region with the subject in the prone position. (**B**) Ultrasound images of Tulgar approach for lumbar erector spinae plane block. White arrow indicates needle with in-plane approach.**Abbreviations:** TP, transverse process; ESM, erector spinae muscle; PM, psoas muscle.

Positioning {#S0005}
===========

Positioning for bilateral ESPB changes according to the place of application and the chosen technique, although the seated, side, or prone position is generally chosen for thoracic and lumbar ESPB. In the Aksu--Cassai and Tulgar approaches, the lateral decubitus position is used. It is possible that the position of the patient when performing ESPB may effect the spread of local anesthetic and thus the effect and quality of ESPB. No studies have examined this effect.

Operator and block technique {#S0006}
============================

For bilateral ESPB, right-handed physicians must hold the transducer in their left hand, stand on the right side of the patient, and place the ultrasonography machine opposite themselves. For craniocaudal or caudocranial applications, the physician should choose a position suitable to their ergonomics. Although ESPB was first described with the in-plane technique, reports suggest that the out-of-plane technique is easier to apply.[@CIT0028] When the transverse process is chosen as the target, the out-of plane technique leads to safe application. The safety margin may also be increased by measuring the distance from the skin to the transverse process using ultrasonography.

Transducer selection and needle orientation {#S0007}
===========================================

A high-frequency linear probe is usually chosen for the thoracic area, although a curvilinear (2--5 MHz) probe may be required for obese patients. When one of the Aksu--Cassai,[@CIT0025],[@CIT0026] Tulgar,[@CIT0027] or Yorukoglu approaches is used,[@CIT0022] a curvilinear (2--5 MHz) probe is suggested. The in-plane or out-of-plane technique should be used according to the physician\'s experience when inserting the needle for either thoracic or lumbar applications.

Needle length and gauge {#S0008}
=======================

While the needle length may change according to the location of the application and patient characteristics, generally a 22 G needle measuring 50, 80, or 100 mm is used for thoracic applications, while a 22 G needle measuring 80--100 mm should be used for lumbar or other applications.[@CIT0004],[@CIT0007],[@CIT0013],[@CIT0028]

Catheterization {#S0009}
===============

Catheter use in bilateral thoracic ESPB has been reported in the literature. Clinical trials using catheterization for bilateral ESPB in adults undergoing cardiac procedures have been reported.[@CIT0029],[@CIT0030] A case series of catheter use in bilateral ESPB in children with programmed intermittent bolus application, as well as continuous or intermittent bolus applications of local anesthesia via catheter for thoracotomy--esophagectomy, laparoscopic gastric surgeries, open abdominal surgeries, radical prostatectomy, and lumbosacral surgeries leading to effective postoperative analgesia, have been reported in the literature.[@CIT0006],[@CIT0031]--[@CIT0037] While single-sided lumbar catheterization has been reported, to our knowledge there have been no reports of bilateral lumbar catheterization.[@CIT0038] Reports of catheterization and features associated with it, such as local anesthetic concentration, infusion speed, or time between boluses and initial dosage, are all based on the authors' personal experience. There have not been any studies comparing of two differing modalities.

Local anesthetic volume and concentration {#S0010}
=========================================

Local anesthetic volume and concentration is the most important factor for ESPB, as with all plane blocks. Plane blocks are volume-dependent, and thus dermatomal coverage increases with increased volume. ESPB applications have been performed using 10--40 mL volumes. When pediatric cases are evaluated, volume has been determined according to the child's weight. This dosage is generally 0.5 mL/kg, without exceeding the maximum dosage of local anesthetic in children. The choice of local anesthetic agent has been reported to be ropivacaine, levobupivacaine, bupivacaine (at concentrations of 0.5%, 0.25%, or 0.375%), and lidocaine (1% or 2% concentration).[@CIT0002],[@CIT0004],[@CIT0028] When choosing a local anesthetic agent, an appropriate agent for single-shot use that would stay below the maximum and daily dosage should be chosen. Higher concentrations may be required for surgical anesthesia and lower concentrations for postoperative analgesia. There is evidence to suggest that dexamethasone being added to peripheral nerve blocks increases the block-effect time, including reports of dexamethasone increasing block time when used in ESPB for chronic pain, neuropathic pain, myofascial pain, and low-back pain. Some reports of ESPB with dexamethasone added to the injectant stand out, eg, dexamethasone was reported to increase analgesia time significantly with no requirement for analgesics in the first 12 hours, with a numeric rating scale (NRS) scores \<3 in the first 24 hours.[@CIT0039],[@CIT0040]

Literature review for bilateral ESPB {#S0011}
====================================

PubMed and Google Scholar were searched on February 10, 2019 using the terms "erector spinae block" and "erector spinae plane block". Only English-language articles were reviewed. Irrelevant studies, single-sided ESPB, comments, replies, and reviews were excluded, leaving 42 case reports, letters, or case series and seven original research papers. Indications and clinical application sections were evaluated. Also, information was collected on anatomic bases, ESPB-application methods and approaches, and complications from 226 papers related to ESPB.

Reported indications {#S0012}
====================

All indications, features of applied blocks, and authors' comments are summarized in [Table 1](#T0001){ref-type="table"} (adult patients) and [Table 2](#T0002){ref-type="table"} (pediatric patients), with clinical studies summarized in [Table 3](#T0003){ref-type="table"}. The local anesthetics used and their volume, concentration, and dosage, as well as additives, are the respective authors' choices and do not indicate any suggestions by the authors of this review.Table 1Adult cases and case series of bilateral erector spinae plane block in the literatureReferencesPatients, nLevelVolume, concentration, and name of local anestheticSS/catheterizationAuthors' comments (pain scores and analgesic requirement)**Pain management**Interscapular myofascial pain[@CIT0028], [@CIT0041]4Th2--Th410 mL 0.5% bupivacaine, 5 mL 2% lidocaine, 8 mL normal saline, and 40 mg/2 mL methylprednisoloneSSEffective decrease in NRS, no requirement for analgesia for 2 monthsLow back pain after surgery[@CIT0042]1L2, L320 mL ropivacaine 0.175%SSOnly blockage of back on pinprick test, time of effect 10 hours, repeated 4 timesNeuropathic pain after hip surgery[@CIT0028]1L420 mL 0.5% bupivacaine, 10 mL 2% lidocaine, 8 mL serum saline and 40 mg/2 mL methylprednisoloneSSEffective decrease in NRS, no requirement for analgesia for 2 monthsHyperalgesic acute pancreatitis[@CIT0044]1Th615 mL 0.5% bupivacaineSSNRS dropped from 10/10 to 2/10Transverse process fracture[@CIT0043]110 mL 0.5% bupivacaine, 10 mL 2% lidocaine, and 10 mL salineSSNRS dropped from 8/10 to 0/10**Cervical surgeries**Neck abscess[@CIT0046]1Th220 mL ropivacaine 0.375%, lidocaine 1%, and adrenaline 1:400,000SSProvides surgical anesthesia, no requirement for additional anesthesia, patient satisfaction 10/10**Thoracic and cardiovascular surgeries**Thoracoscopy, thoracotomy, and esophagectomy[@CIT0034], [@CIT0047], [@CIT0080]5Th5, Th7, Th1020 mL bupivacaine/ropivacaineSS/CNRS relatively lower, morphine requirement decreasedCardiac surgeries[@CIT0049]1Th530 mL 0.375% ropivacaineSSNo analgesia required for 9 hours, NRS NA**Breast and thoracic mass surgeries**Breast cancer and reconstruction[@CIT0052]1Th5Bupivacaine--mepivacaine mixture 23 mLSSNRS \<4 (first 24 hours)Mastectomy+prosthesis+ abdominoplasty[@CIT0028]1Th530 mL 0.25% bupivacaineSSNRS \<4 (first 24 hours)**Open abdominal surgeries**Pankreas and choleduct cancer surgery[@CIT0057], [@CIT0058]2Th7, Th9Ropivacaine 20 mLSS/CNRS \<3 (first 24 hours), no additional analgesia required for 18--24 hours, good alternative to failed epidural analgesiaOpen nephrectomy, Liver resection[@CIT0028], [@CIT0036], [@CIT0055]8Th7, Th820 mL levobupivacaine or bupivacaine (0.25% or 0.375%)SS/CNRS \<4 (first 24 hours), no additional analgesia requiredOpen bladder - prostate surgeries[@CIT0028], [@CIT0031], [@CIT0036], [@CIT0054], [@CIT0057]11Th7, Th8, Th1220 or 30 mL bupivacaine/levobupivacaineSS/CEffective pain control, NRS \<3 in first 24 hours, decreased analgesic requirementMidline laparotomies[@CIT0028], [@CIT0036], [@CIT0058]6Th9, Th1120 or 30 mL bupivacaine/levobupivacaine/ropivacaineSS/CNRS relatively lower, morphine requirement decreased, good alternative to failed epidural anesthesiaColon surgeries[@CIT0028]1Bilevel Th9--L20.25% bupivacaine 15 mLSSLow NRS, no opioid requirementCesarean section[@CIT0060], [@CIT0079]2Th9--Th110.25% bupivacaine 20--25 mLSSProvides effective postoperative analgesia and lower opioid requirement, motor block**Laparoscopic abdominal surgeries**Laparoscopic ventral hernia[@CIT0063]4Th7Ropivacaine 05% + dexamethasoneSSNRS 0--5/10, average morphine consumption 18.7 (0--43) mg/dayLaparoscopic gastric surgery[@CIT0006],[@CIT0028]6Th7, Th9Ropivacaine or bupivacaine 20 or 30 mLSS/CNRS 0--3/10, low opioid requirementLaparoscopic cholecystectomy[@CIT0007], [@CIT0028], [@CIT0065], [@CIT0081]49Th7--Th 1020 mL bupivacaine 0.25% or 0.375%SSLow NRS, low analgesic requirementLaparoscopic nephrectomy/adrenalectomy[@CIT0028]2Th9, Th1020 mL or 30 mL bupivacaine 0.25% or 0.375%SSLow NRS, low analgesic requirement**Spinal surgeries**Cervical spine surgery[@CIT0069]1Th2, Th320 mL bupivacaine 0.25%SSProvides effective perioperative analgesia,\
NRS NA, analgesic NAThoracic vertebrae or scoliosis surgery[@CIT0068], [@CIT0073]2Th4, Th520 mL bupivacaine or continued levobupivacaineSS/CProvides effective postoperative analgesia and no opioid requirementLumbosacral spine surgery[@CIT0032], [@CIT0039], [@CIT0070]--[@CIT0072]21Th10--Th12, L220 or 30 mL bupivacaine/levobupivacaineSSProvides effective postoperative analgesia and lower opioid requirement[^1] Table 2Pediatric case reports and letters on bilateral erector spinae plane blockReferencePatients, nLevelVolume and name of local anestheticSS/catheterizationAuthors' comments (pain scores and analgesic requirement)**Thoracic and cardiovascular surgeries**Funnel chest[@CIT0008]2Th60.25% levobupivacaine 15 mLSSProvides effective perioperative analgesia, NRS NA, analgesic NAThoracoscopy[@CIT0037]3Th3, Th40.3--0.4 mg/kg 0.2%--0.5% ropivacaineCComparable to PVB**Open abdominal surgeries**Pectus carinatum[@CIT0048]2Th50.25% bupivacaine 20 mLSSVAS \<3, no need for opioid analgesicsInguinal hernia[@CIT0056]10L10.5 mL/kg 0.25% bupivacaineSSOne patient needed rescue analgesia, others effective pain controlCholeduct cyst resection[@CIT0033]1Th60.25% bupivacaine 30 mLSSMild pain at surgical site up to 48 hours after surgeryLaparotomy[@CIT0037]2Th7, Th80.3--0.4 mg/kg 0.2%--0.5% ropivacaineCEffective pain control, FLACC \<2 up to 120 hours**Laparoscopic abdominal surgeries**Laparoscopic varicocelectomy[@CIT0019]2Th110.25% bupivacaine (0.5 mL/kg)SSNo pain, no rescue analgesic, NRS NALaparoscopic hepatic hydatid cystectomy[@CIT0067]1L2, L3NASSNo rescue analgesic, NRS NALaparoscopic cholecystectomy[@CIT0075]3Th70.5 mL/kg 0.25% bupivacaineSSEffective pain control, NRS 0--1/10 in first 24 hoursLaparoscopic cholecystectomy[@CIT0064]1Th90.25% bupivacaine 15 mLSSEffective pain control, NRS \<3 in first 24 hours[^2] Table 3Prospective randomized and retrospective studies of bilateral erector spinae plane blockOperationStudyPatients per group, nLevel of ESPBSS/CESPB volume/concentrationPain scores (NRS)Opioid consumptionRescue analgesiaCommentsLaparoscopic cholecystectomy[@CIT0061]ESPB 18, C 18Th9SS20 mL/0.375% bupivacaineESP \< C first 3 hoursTramadol usage less in ESPB in first 12 hoursESPB decreased requirementProvides effective analgesiaCardiac surgery[@CIT0029]ESPB 25, TEA 25Th5C15 mL/0.25% bupivacaineESP = TEAPeroperative fentanyl usage similarTEA higher first 6 hours, ESPB = TEA 12--24 hoursComparable with TEAAcute cardiac surgery[@CIT0050]ESPB 53, C 53Th6SS20--25 mL/0.375% ropivacaineESP \< C first 12 hoursESP \< CESP \< CProvides effective analgesiaReduction mammoplastyESPB 22,\
tumescent 21Th4SS20 mL/0.25% bupivacaineESP \< tumescent first 12 hoursESP \< tumescentESP \< tumescentProvides more effective analgesiaElective coronary artery--bypass graftingESPB 47, C 20Th4CInduction dose of 0.25 mL/kg 0.5% ropivacaine and intermittent bolus ropivacaine 0.2% every 6 hoursESP \< C at VAS 2 hours after drain removalMorphine usage less in ESPB in first 48 hoursESPB decreased requirement﻿Rapid patient mobilization and drain removal, and helped to decrease pain at 1 month after surgery**Retrospective studies**Lumbar spinal surgeryESP 18, C 23Lumbar levelsSS20 mL 0.375% LevobupivacaineESP \< C up to POD2ESP \< CNA﻿Provides more effective analgesiaMany indicationsSingle-center experience in 182 patients[^3]

Pain management {#S0013}
===============

As stated previously, ESPB was first described for the treatment of thoracic neuropathic pain.[@CIT0001] Although thereafter publications were nearly all regarding its use for perioperative pain management, there have been a few reports of indications for treatment of chronic pain. Of these, there have been relatively few reports of bilateral ESPB compared to unilateral. Bilateral ESPB has been used in lower cervical and interscapular myofascial pain, as well as chronic low-back pain.[@CIT0028],[@CIT0041],[@CIT0042] Also, bilateral ESPB was used for effective and long-term analgesic in a patient with fracture of the lumbar vertebra transverse process.[@CIT0043]

Bilateral ESPB has been reported for effective analgesia in hyperalgesia caused by acute pancreatitis.[@CIT0044] Sensorial block between Th4 and Th10 dermatomes was achieved and NRS dropped from 10/10 to 2/10 when 15 mL 0.5% bupivacaine was applied bilaterally at Th6 level. Acute pancreatitis pain can only be managed through blockage of both visceral and sympathetic fibers of the celiac plexus, which is the continuation of the sympathetic chain branches from Th5 and Th9 nerve roots.[@CIT0045] This case report was in concordance with the findings of Adhikary et al,[@CIT0010] who also reported spread of injectant to the sympathetic chain.

Cervical surgeries {#S0014}
==================

There has been only one case report of bilateral ESPB in the cervical region in a patient undergoing surgery for an abscess involving a large area of the posterior aspect of the neck, severely affecting neck extension and thus intubation, in which bilateral ESPB performed from Th2 was used as the main anesthetic method.[@CIT0046] Despite the requirement of partial local anesthetic infiltration perioperatively, the patient was reported to be highly satisfied with this method.

Thoracic and cardiovascular surgeries {#S0015}
=====================================

Bilateral ESPB has been most commonly reported for use in thoracic and cardiovascular surgeries. It was first reported for postoperative analgesia requirements in chest-wall deformities, such as funnel chest and pectus carinatum, and thereafter in more complicated procedures, such as video-assisted thoracotomy surgery, thoracostomy, and thoracotomy with esophagectomy.[@CIT0008],[@CIT0034],[@CIT0035],[@CIT0037],[@CIT0047],[@CIT0048] There have been both case reports and clinical studies of bilateral ESPB used in cardiovascular surgeries. Bilateral ESPB led to requirement of no analgesia for the first 9 hours following aortic valve--replacement surgery.[@CIT0049] In a patient undergoing emergency heart surgeries, bilateral ESPB was evaluated in a randomized controlled trial and found to decrease the total rescue analgesia and opioid requirements, as well as NRS scores, in the first 12 hours and also decrease time spent intubated.[@CIT0050]

A patient-matched controlled before-and-after study comparing the effects of bilateral ESPB (with catheter) with thoracic epidural analgesia on postoperative pain scores, opioid requirements, and time spent intubated found that extubation times were similar, NRS scores lower at some points but on average generally similar, and the first 48 hours\' morphine consumption lower in the ESPB group (40 mg vs none).[@CIT0030] This study clearly demonstrated that bilateral ESPB can be used as an alternative to epidural analgesia in open cardiac surgeries.

Breast and thoracic mass surgeries {#S0016}
==================================

Several regional anesthesia techniques, such as pectoral nerve, serratus anterior, and paravertebral blocks, can be used in breast surgeries. ESPB is also now an available option. The majority of studies have been randomized controlled studies in single-sided breast surgery.[@CIT0051]There is however a case report of bilateral ESPB being used in bilateral breast surgery for breast cancer and reconstructive surgery.[@CIT0052] Bilateral ESPB has been reported to lead to effective postoperative analgesia in a patient undergoing bilateral mastectomy and abdominoplasty.[@CIT0028] Also, a randomized controlled study compared tumescent anesthesia with bilateral ESPB in reduction mammoplasty, and found that NRS scores and tramadol consumption in the first 24 hours were significantly lower in the ESPB group. Aygun et al[@CIT0053] reported that bilateral ESPB led to effective postoperative analgesia in a subscapular placed bilateral elastofibroma patient.

Open abdominal surgeries {#S0017}
========================

Open abdominal surgeries can lead to severe postoperative pain. While there have not been any clinical studies comparing the effect of bilateral ESPB with other modalities, case reports of bilateral ESPB used for successful postoperative analgesia are available for gastric surgeries, incisional and ventral hernias, living-donor liver transplantations, pancreas and gallbladder-choleduct surgeries, open colon surgeries, emergency ileus surgeries, radical prostatectomy and cystoprostatectomy, pyeloplasty, and many other upper or lower abdominal surgical procedures.[@CIT0033]--[@CIT0037],[@CIT0054]--[@CIT0058] Its effectiveness for postoperative analgesia has also been reported in cesarean sections.[@CIT0028],[@CIT0059],[@CIT0060]

Laparoscopic abdominal surgeries {#S0018}
================================

The source and characteristics of postoperative pain differ in laparoscopic surgery when compared to open procedures.[@CIT0007] One of the components of pain in upper abdominal laparoscopic procedures is the stretching of the peritoneum and peritoneal irritation caused by carbonic anhydrase response to the insufflations of parietal peritoneum with carbon dioxide. In lower abdominal procedures, pain differs according to whether the procedure is preperitoneal or retroperitoneal. While unilateral ESPB is generally sufficient in open surgeries, bilateral ESPB should be the choice in laparoscopic procedures, due to the characteristics and different components of pain. This is surely the reason that clinical trials and case reports on laparoscopic abdominal surgeries are more abundant compared to open procedures. Chin et al[@CIT0006] initially described the bilateral use of ESPB, and was the first to suggest that ESPB had an effect on visceral pain, also reporting that ESPB provided effective analgesia in laparoscopic gastric surgeries.

In the first study to evaluate the effectiveness of bilateral ESPB in laparoscopic abdominal surgeries, patients undergoing laparoscopic cholecystectomy underwent bilateral ESPB from Th9 with 0.375% 20 mL bupivacaine, which was reported to lead to decreased tramadol requirements in the first 12 postoperative hours, as well as decreased NRS scores in the first 3 hours.[@CIT0061] In another study of ESPB in laparoscopic cholecystectomy, unilateral ESPB using lower concentrations of local anesthesia led to statistically significantly less morphine consumption in the first 24 hours (7.5±5.8 mg vs 13.2±5.6 mg) when compared to a control group.[@CIT0062] There have not been any studies comparing differing concentrations of local anesthetic or unilateral ESPB with bilateral ESPB.

Bilateral ESPB has also been reported to be used in many upper and lower abdominal laparoscopic procedures, including laparoscopic sleeve gastrectomy, same-session laparoscopic cholecystectomy and inguinal hernia plus endoscopic retrograde cholangiopancreatography, laparoscopic varicocelectomy, laparoscopic hepatic cyst, laparoscopic nephrectomy, laparoscopic hysterectomy, laparoscopic Nissen fundoplication, laparoscopic hysterectomy, laparoscopic ovarian cystectomy, and laparoscopic hemicolectomy.[@CIT0007],[@CIT0019],[@CIT0022],[@CIT0028],[@CIT0063]--[@CIT0067] However, in some cases bilateral ESPB has been reported to result in block failure or lack of efficiency.[@CIT0028]

Spinal surgeries {#S0019}
================

Case reports and case series have reported the use of bilateral ESPB leading to effective perioperative and postoperative analgesia with decreased opioid requirements in cervical, thoracic, and lumbosacral spinal surgeries.[@CIT0032],[@CIT0039],[@CIT0068]--[@CIT0073] Also, in a retrospective study, patients in a bilateral ESPB group (20 mL 0.375% bupivacaine) had lower average NRS scores and significantly less fentanyl requirement when compared to a control group (40 \[40--60\] μg vs 100 \[80--100\] μg, respectively).[@CIT0074]

Pediatric surgeries {#S0020}
===================

The management of postoperative pain in children is especially important. Good pain management leads to decreased postoperative morbidity, early mobilization, and decreased narcotic analgesic use (opioid-sparing effect). With the move from more conventional ultrasound-guided central blocks to peripheral blocks, regional anesthesia methods have become more popular in the pediatric patient group. Although there have been no randomized controlled studies of ESPB in pediatric patients, case series and technical notes have been published. Most cases have involved abdominal procedures, with some reports of ESPB in thoracic, cardiac, and urological procedures, reporting effective postoperative analgesia with a decrease in rescue-analgesia requirements.[@CIT0008],[@CIT0019],[@CIT0033],[@CIT0037],[@CIT0042],[@CIT0048],[@CIT0056],[@CIT0064],[@CIT0067],[@CIT0075] In all cases, ESPB was performed under general anesthesia and preoperatively. While single-shot doses were used in day-surgery cases, catheterization and intermittent boluses have been reported for thoracic and cardiac procedures for postoperative analgesia. There are some limitations to ESPB use in pediatric patients, due to its as yet incompletely understood mechanism of action. The spread of injectant in the paravertebral epidural space and the relationship of this spread and local anesthetic volume has not been studied in children. Pediatric cases of ESPB and their characteristics are shown in [Table 2](#T0002){ref-type="table"}.

Dermatomal analysis {#S0021}
===================

As well as different injectant spread among patients, the distribution of sensorial block may also vary in ESPB. ESPB performed with the same volume at the same level can lead to differing craniocaudal spread and thus sensorial block. [Table 4](#T0004){ref-type="table"} demonstrates block levels, volume, and content of injectant and the craniocaudal spread of sensorial block for bilateral ESPB applications reported in the literature. It is important to note that even when the same volume and content of injectant is applied at the same level, sensorial block is sometimes limited to the back, with no spread to the side or front of the thorax, and that some lower-volume applications lead to more sensorial block than higher-volume blocks. These are unexpected and unpredicted results of ESPB.Table 4Dermatomal analysis of bilateral erector spinae plane block from literature reviewReferenceLevel of blockVolume and concentration of local anesthetic(each side)Sensorial block dermatomes[@CIT0063]Th720 mL ropivacaine 0.5% with dexamethasoneTh6--Th12[@CIT0006]Th720 mL 0.5% ropivacaine with 2% lidocaineTh7--Th11[@CIT0068]Th520 mL 0.375% levobupivacaineTh3--Th10[@CIT0031]Th810 mL bolus 0.25% bupivacaine, 6 mL/h 0.1% bupivacaine infusionTh5--L2[@CIT0079]Th920 mL bupivacaine 0.5%Th6--L1[@CIT0069]Th2/320 mL bupivacaine 0.25%C3--Th5[@CIT0070]Th1020 mL bupivacaine 0.25%Th7/8--L2/3[@CIT0060]Th1115 mL 0.5% bupivacaine, 5 mL 2% lidocaine, 5 mL salineTh9--L3[@CIT0057]Th820 mL 0.5% ropivacaine + 5 mL normal saline, 7 mL/h ropivacaine 0.15% infusionTh6--L1[@CIT0066]Th612 mL ropivacaine 0.375% + 2 mg dexamethasone (15 mL)Th4--Th9[@CIT0034]Th5 right Th7 left20 mL 0.25% bupivacaineTh1--Th7 and Th4--Th12[@CIT0034]Th710 mL 0.25% bupivacaine, 0.125% bupivacaine infusionTh4--L1[@CIT0034]Th510 mL 0.25% bupivacaine, 40 mg triamcinolone, 0.125% bupivacaine infusionTh2--Th8[@CIT0080]Th5 and Th10 on the right side and Th9 on the left side10 mL 0.125% ropivacaine, 5 mL 0.125% ropivacaine infusionRight Th3--Th10 and left Th8--Th10[@CIT0046]Th220 mL consisting of ropivacaine 0.375%, lignocaine 1%, and adrenaline 1:400,000C4--Th4[@CIT0047]Th520 mL 0.5% ropivacaineTh2--Th6[@CIT0042]L2-320 mL 0.175% ropivacaineTh12--L5 (only back)[@CIT0036]Th720 mL 0.375% levobupivacaineTh6--L1[@CIT0081]Th1010 mL 0.25% bupivacaine and 1:200,000Th7--Th12

Complications {#S0022}
=============

There have been no specific reported complications of bilateral ESPB. The first reported complication of ESPB was pneumothorax.[@CIT0076] Bilateral lower-extremity motor weakness observed after bilateral ESPB in a patient that had undergone cesarean section has been reported, although whether this can be considered a complication of ESPB is a matter of debate.[@CIT0060] It has been reported that ESPB applied from the lumbar or lower thoracic levels may lead to effects similar to lumbar plexus block.[@CIT0023],[@CIT0077] Although motor weakness is not generally considered a complication, it is an unintended event. Therefore, care should be taken in patients undergoing lower thoracic or lumbar ESPB, and motor weakness should be evaluated. In a single-center study of 182 patients undergoing ESPB, one definite and two suspicious cases of minor symptoms of central nervous system local anesthesia toxicity were reported.[@CIT0028]A case of priapism has been reported after a single-sided ESPB applied from the fourth lumbar level.[@CIT0078] The authors stated that this was probably due to spread of local anesthetic bilaterally to both sympathetic chains. Therefore, we have included this complication in this review.

Block failure/lack of efficiency {#S0023}
================================

Block failure or lack of efficiency has been reported in two papers. The first was considered a failure of placement of the catheter, as the patient reported severe pain on the relevant side.[@CIT0057] In the second case, ESPB failure/lack of efficiency was reported in 12 patients of 182 (6.5%) that underwent ESPB. The authors reported no common denominator with regard to surgical procedures, application level, applied local anesthetic volume, or concentration in these patients.[@CIT0028] Further studies are required to determine if differences in fascia, incorrect dermatomal choice, or volume/concentration of local anesthetic, as well as the timing of bilateral ESPB, respiratory or abdominal dynamics, and patient position, effect the efficacy of bilateral ESPB.

Concerns and further debate {#S0024}
===========================

Bilateral ESPB has become an up-to-date and ambitious modality for the treatment of both chronic and acute or postoperative pain. It is a good alternative to paravertebral block and epidural analgesia in laparoscopic surgery, procedures that require incision in both hemithoraces or hemiabdomens, cardiac surgeries requiring parasternal incision, and gastrointestinal, gynecological, obstetric and urological cases requiring median approaches. Although there have been two clinical studies, most data on bilateral ESPB come from case reports. However, as a regional anesthesia technique, not all aspects of bilateral ESPB have yet become clear. There remain questions to be answered and mechanisms to be revealed.

It is not possible to demonstrate the posterolateral or craniocaudal spread of local anesthetic in this block. Sometimes, a wider range of dermatomal sensorial block can be observed with small volumes compared to larger volumes and sometimes differing sensorial blocks can be reported even when the same volume of injectant is used at the same level.[@CIT0006],[@CIT0035],[@CIT0047] Due to this discrepancy, it is difficult to accurately determine the required volume and level of ESPB block according to the size and incision site of the surgical procedure. These cases will appear in the literature as block failure of lack of efficiency. We believe the best approach is to choose the dermatome in the center of the surgical field and perform a bilateral ESPB.

Cadaveric studies and radiological imaging studies have revealed differing findings.[@CIT0004] In a cadaveric study, Uvanusic et al[@CIT0009] reported that no analgesia spread occurred anteriorly to the transverse process or paravertebral space. The effect of ESPB on blocking visceral pain in laparoscopic surgery and hyperalgesia in acute pancreatitis has however been demonstrated, and even a case of priapism secondary to sympathetic blockage by ESPB has been reported.[@CIT0006],[@CIT0007],[@CIT0044],[@CIT0078] There is no other regional anesthesia technique in which clinical results and anatomic studies differ so much. It is our belief that high-evidence-value clinical studies will bring answers to these questions soon.

In recently published findings of a case series supported by cadaveric data, the effectiveness of bilateral ESPB in open abdominal hysterectomy and spread of local anesthetic was demonstrated.[@CIT0082] In this study, 20 mL methylene blue was administered to each of four cadavers bilaterally from the Th9 level. Dye was then demonstrated to have spread to the the dorsal rami (100%), ventral rami (75%), and ganglion spinale and duramater (62.5%) of the Th9 level. However, as this study did not use fresh cadavers, we were not convinced that the findings have enough evidential quality to be included in our "Spread of injectant: anatomic studies and radiological imaging" section. Despite correlating with clinical findings, these cadaveric findings still require further confirmation. Although only 2.5 years have passed since the first ESPB block was reported, this block has been the subject of case reports and case series of clinical studies that have totaled more than 200 patients. This is due to its ease of application, safety due to the distance of the needle to nervous and vascular structures, presence of the transverse process between them, and the relatively small percentage of complications that have been observed. ESPB has been used in nearly all surgical procedures, other than head and neck, and genital and surgical procedures below the knee have had positive results reported. However, it must, not be forgotten that failed blocks and insufficient dermatomal blockage may also be reported.

There have been few randomized controlled clinical studies comparing bilateral ESPB and other regional anesthesia techniques. It is of course important that this technique provides superior analgesia or decreases opioid requirement when compared to a control group. However, discussions on its efficiency will continue until bilateral ESPB has been compared to paravertebral blocks or epidural analgesia. It is too early to draw clear conclusions on the true efficacy of bilateral ESPB before randomized controlled or comparative studies have been completed.

Another concern is the safety of bilateral ESPB. Literature report have used varying anesthetic agents at differing concentrations. Bilateral ESPB is not comparable to any other interfascial plane block with regard to the point of application. Although it is considered a fascial block, if there is paravertebral and intercostal spread, as is claimed, the amount of spread to this area cannot be predicted.[@CIT0011] If there is a risk of effects similar to paravertebral and intercostal nerve blocks, which have the highest risk of local anesthesia toxicity, unforeseen systemic toxicities may be observed. There is also the requirement for studies on the pharmacokinetics of local anesthetics in unilateral or bilateral ESPB.

Conclusion {#S0025}
==========

When considering that the craniocaudal and vertical spread of local anesthetic and sensorial block is not clearly known or predictable, it seems that the mechanism of ESPB and spread of local anesthetics will be determined through clinical data, unlike other blocks. Despite the relatively small amount of data on bilateral ESPB, it appears to be a promising and effective method. However, randomized controlled studies, comparative studies of ESPB versus other methods, and pharmacokinetic studies of bilateral applications must be the next step in gaining clear understanding of this regional anesthesia technique.
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[^1]: **Abbreviations:** NRS, numeric rating scale; SS, single shot; C, continuous; Th, thoracic; L, lumbar; NA, not applicable.

[^2]: **Abbreviations:** NRS, numeric rating scale; FLACC, face, legs, activity, cry, consolability; PVB, paravertebral block; SS, single shot; C, continuous; Th, thoracic; L, lumbal; NA, not applicable.

[^3]: **Abbreviations:** ESPB, erector spinae plane block; NRS, numeric rating scale; C, control; TEA, thoracic epidural analgesia; SS, single shot; Th, thoracic; POD, postoperative day; NA, not applicable.
